As exemplified by the situation in Cambodia, disease specific (vertical) health programmes are often favoured when the health system is fragile. The potential of such an approach to impede strengthening of primary healthcare services has been studied from a health systems perspective in terms of access and quality of care. In this bottom-up, qualitative study we investigate patient and community member experiences of health services when a strong tuberculosis (TB) programme is embedded into a relatively underutilized primary healthcare system. We conducted six gender-stratified community focus group discussions (n ¼ 49) and seven mixed-gender focus group discussions with TB patients (n ¼ 45) in three provinces located in urban, peri-urban and rural areas of Cambodia. Our analysis of health-seeking behaviour and experiences for TB and TBlike illness indicates that building a strong vertical TB control programme has had numerous benefits, including awareness of typical symptoms and need to seek care early; confidence in free TB services at public facilities; and willingness to complete treatment. However, there was a clear dichotomy in experiences and behaviour with respect to care-seeking for less severe illness at primary health services, which were generally avoided owing to access barriers and perceived poor quality. The tendency to delay seeking health care until the development of severe symptoms clearly indicative of TB is a major barrier to early diagnosis and treatment of TB. Our study indicates that an imbalance in the strength of vertical and primary health services could be a lose-lose situation as this impedes improvements in health system functioning and constrains progress of vertical disease control programmes.
Introduction
Vertical health programmes-focusing on a narrow set of objectives-are often favoured when a rapid response is required and the health system is fragile (Atun et al. 2008) . This is exemplified by the situation in Cambodia, whose health system was almost entirely destroyed during the Khmer Rouge's time in power , after which the country became a focus of international development aid, particularly for tuberculosis (TB), HIV and malaria (Lanjouw et al. 1999; Gollogly 2002; Strangio 2014) . The Global Fund to Fight AIDS, TB and Malaria, for example, has invested more than US$385 million for the control of these three diseases between 2003 (The Global Fund-Grant Portfolio, Cambodia 2016 .
The national TB programme was one of a number of vertical programmes that was strengthened during the 1990s. The programme was restarted in 1994 and gradually expanded from hospital-based directly observed therapy short course (DOTS) to free, decentralized, community-based TB services (Hill and Tan Eang 2007; Khieu et al. 2007) . As in the majority of high TB burden settings, a 'passive case-finding' approach is the norm: patients are typically required to proactively seek care at appropriate public health facilities where sputum samples are collected from those reporting symptoms of TB and sent for examination through smear microscopy. Over the past two decades, Cambodia has made remarkable progress in TB control, halving its TB prevalence since 1990 and reporting a treatment success rate above 90% since 2000 (World Health Organisation 2015) . However, it remains one of the highest TB burden countries in the world, with an estimated 50-70% of TB cases remaining undiagnosed (Mao et al. 2014) .
Measures have also been taken to strengthen the primary healthcare system, including the introduction of Health Equity Funds (Bigdeli and Annear 2009 ) through which donors and the government reimburse public health facilities for treating poor patients. However, substantial structural issues remain, including poorly paid staff, low human resource capacity, and dominance of the private sector, which is favoured for health care by patients and employment by public sector workers (The DHS Program ICF International 2015; Kelsall and Heng 2016) . It is well-established that, despite efficiencies, a focus on vertical disease control programmes can potentially impede wider health systems strengthening (Atun et al. 2008; Mills 1983) , by introducing health care challenges such as low responsiveness to the wider needs of service users beyond narrow disease-specific needs, and lack of continuity of care (Vienonen 1987; Unger et al. 2006) .
Conversely, it is possible that weaknesses in primary health services may limit progress made by vertical disease control programmes. In this study we analyse, at the community level, how strengthening of a vertical TB control programme, embedded within a relatively underutilized primary healthcare system, impacts perceptions, preferences and experiences of TB patients and community members in Cambodia, with a view to informing future policies for effective disease control and health system reform.
Methods

Study design and setting
A cross-sectional qualitative study was conducted in urban, periurban and rural areas of Cambodia. The provinces were purposively selected to include those with a range of low, medium and high TB smear-positive TB case notification rates (CNRs) . CNRs indicate the number of new TB cases diagnosed through the public (DOTS-based) system, and they ranged from 42 to 132 smearpositive cases per 100 000 persons in Cambodia in 2013 (Morishita et al. 2015) . We divided the provinces into three categories based on CNRs-low (42-71), medium (72-101) and high (102-132)-and selected one province from each category based on convenience sampling. Through this selection procedure we included the following three provinces in our study: Mondulkiri, Phnom Penh and Kampot. Further details about the study provinces are provided in Table 1 . Two specific groups of respondents-general community members and TB patients-were engaged through focus group discussions (FGDs) held in two operational districts (ODs) within each province. Community FGDs were conducted in one of the two ODs, while the patient FGDs were conducted in the other.
Respondent selection
Men and women between 18 and 75 years of age, willing to participate in a focus group and with the ability to mentally and physically withstand an hour-long discussion were included in the study. The research coordinator and CENAT representative initiated contact with relevant officials in each province by way of a letter of permission sent to the referral hospital and OD officers. Respective OD officers and health centre staff helped the research team organize and recruit a convenience sample of patients for patient FGDs. All patients recruited had been diagnosed with TB and were currently receiving treatment. Community FGDs were based on a convenience sample recruited by local village leaders or community volunteers. Participation was requested for a study of general health problems and respiratory illnesses; there was no mention of TB to community members during recruitment and informed consent. Prior to initiating data collection activities, members of the research team visited the study sites to coordinate with key local stakeholders and ensure that selection of participants and locations for the study were optimal.
Key Messages
• A strong vertical tuberculosis control programme in Cambodia has had numerous benefits for patients, including awareness of severe symptoms and need to seek care early, confidence in free tuberculosis services at public facilities and high adherence to treatment.
• Care-seeking for less severe illness at primary health services, however, was generally avoided owing to access barriers and perceived poor quality, leading to a preference for self-medication, informal providers and private services despite higher costs.
• Delay in seeking appropriate care until the development of severe symptoms, which are clearly indicative of tuberculosis, is a major barrier to early diagnosis and treatment of tuberculosis.
• Findings from this community-based qualitative assessment of health services for TB and TB-like respiratory illness through patient and community perspectives indicate that strengthening of horizontal health services are necessary in parallel to improve perceptions and trust in the wider general health service and to enhance TB control.
Instruments
Instruments were designed to collect data on community and patient illness experience, meaning and health-seeking behaviour. They were guided by a literature review and revised based on feedback from experts and local public health professionals in Cambodia. Instruments were prepared in English and then translated into Khmer by bilingual translators, pilot tested and further refined where required, based on pilot experience. Community FGD agendas began with questions about common health problems and general health-seeking behaviour. This was followed by the presentation of a vignette describing in simple terms a person with characteristic clinical symptoms of TB (Box 1). The gender and residence of the character in the vignette and that of group participants were matched. This vignette-based approach provided insight into illness identification as well as elicited community views on health-seeking behaviour based on presentation of the condition, rather than recognition of a disease name. Thereafter, topics related to TB diagnosis and treatment were covered. Patient FGD agendas discussed common health problems and health-seeking behaviour for general illnesses in lesser detail, focussing more closely on TBspecific health-seeking behaviour, diagnosis and treatment.
Data collection
FGDs were facilitated by two female researchers, one nursing and one psychology graduate, with experience of interviewing patients and fluency in Khmer and English. Each facilitator was accompanied by a note-taker, who was responsible for keeping data records. Note-takers were public health undergraduate students at the University of Health Sciences, Phnom Penh. All research staff received extensive training in obtaining informed consent, focus group methods, effective facilitation and data management during a week-long workshop in Phnom Penh run by two of the authors (N.S. and R.J.). Familiarization with the study protocol and Box 1. Clinical vignettes for study of TB used during community FGD a For FGD with MEN Dara is a young man who lives in place very similar to yours. A short while ago he fell sick and could not stop coughing for many weeks. At night he had a fever and was sweating a lot. He started losing weight and noticed that sometimes when he coughed there was blood. He was worried and didn't know what to do. For FGD with WOMEN Sreymom is a young woman who lives in place very similar to yours. A short while ago she fell sick and could not stop coughing for many weeks. At night she had a fever and was sweating a lot. She started losing weight and noticed that sometimes when she coughed there was blood. She was worried and didn't know what to do. a Gender of the person mentioned in the vignette was matched with gender of persons at the FGD. Furthermore, local names were used and the vignette was located in an area similar to respondents' area of residence. This was done to make the story sound familiar to the respondents and to capture as accurately as possible their perceptions of the illness, causes and help-seeking behaviour. discussion topics was a key component. Classroom-based training was followed by additional training during the pilot.
All FGDs were facilitated in Khmer. A translator was used, where necessary, for data collection in Mondulkiri for respondents who preferred to communicate in a Mon-Khmer language. FGDs were audio recorded with participants' permission. A research coordinator with a medical degree and an MSc in public health (R.J.) oversaw data collection and reviewed data for accuracy and quality.
Data management and approach to analysis
Narrative data from FGDs were transcribed verbatim from voice records in a word processor using a unicode Khmer font by the facilitator or note-taker. Additional notes and observation recorded during the discussion were also entered. Transcripts were then translated into English by a translator and verified by research staff. Translated data were imported into MAXQDA 12 (VERBI software, Germany), which was used for qualitative data management and analysis. First-level coding was done using a deductive approach by one author (N.S., with input from the others), while secondary and tertiary coding was done inductively. The authors analysed the data using a thematic analysis approach (Braun and Clarke 2006) . Thematic similarities and differences across provinces were systematically analysed. Further triangulation of data from community and patient focus groups enabled a comprehensive understanding of relevant themes.
Ethical considerations
Ethical approval was obtained from authors' institutions. Written informed consent was obtained prior to conduct of FGDs and no participants refused at this stage. As a token of appreciation, and based on local norms, all FGD participants were provided with a small gift (valued at no more than $3 USD), which included items such as hand soap, towels and washing powder.
Results
Participant characteristics
Six gender-stratified community FGDs (n ¼ 49) and seven mixedgender groups with TB patient (n ¼ 45) were conducted across three provinces between December 2015 and January 2016. In community FGDs, a majority of respondents from Mondulkiri had no education; in Kampot most had primary education, while in Phnom Penh some had even higher education (Table 2) . Buddhism was the main religion reported and Khmer was spoken by all in Kampot and Phnom Penh. Mondulkiri had some respondents who were of Pnong ethnicity, spoke a Mon-Khmer language and reported 'pres sen' (animism) as their religion. Similar to community FGDs, in FGDs with patients a majority of participants from Kampot and Mondulkiri practiced agriculture as their main occupation, while in Phnom Penh running small businesses or formal employment were most frequently reported (Table 3 ). While differences in awareness, perceptions of health services and health seeking behaviour across provinces were identified, as detailed below, gender differences were not notable.
Impact of strengthened TB control programme on community respondents
Awareness of typical TB symptoms As detailed in the 'Methods' section, a vignette describing a typical case of pulmonary TB was read to community members during each FGD (Box 1). In all sites, the illness was identified by the term commonly used for TB ('rorbeng' in Khmer, or 'yin' in Mon-Khmer at Table 2 . Sample characteristics of community members (n ¼ 49) participating in six gender-stratified FGDs Persons who identified themselves as following Pres Sen religion, also considered themselves as Buddhists, because they lived in a Buddhist country.
Mondulkiri). Illness identification was often based on the symptom of cough or cough with blood. Recognition of TB symptoms was higher in Phnom Penh and Kampot, where most respondents were quite sure that the illness was TB; in Mondulkiri some respondents said that they did not know what the illness was.
Awareness of the need to seek appropriate care All community respondents were aware of the need to visit public health services for TB diagnosis and treatment, and this was overwhelmingly the first preference for tackling TB. Reasons offered included: the need for biomedical help since TB was curable, treatment at public facilities was free, and that TB services were not available at private providers. Differences were noted across provinces relating to the urgency of accessing public health services. In Phnom Penh, there was a strong insistence on visiting public hospitals or health centres without delay and there was no mention of treating TB anyway other than biomedically. Public health services were also a first and primary preference in Kampot. When asked about health-seeking for TB in Kampot, respondents replied almost in unison:'Only at the health centre' and one further explained that:
I just only know that there is no service available at private clinic for TB cases. It is available only at the health centre (CK02).
In Mondulkiri, community respondents stated that a person with TB should go to a public health centre or provincial hospital, but with less enthusiasm and confidence than reported in Phnom Penh or Kampot. Alternate avenues for biomedical help were suggested such as going to Phnom Penh or Vietnam in case local staff did not pay sufficient attention. Self-treatment through 'roasting' (a traditional Khmer practice of lighting a contained fire under the patient's bed) was mentioned, although respondents also mentioned that these practices were adopted more in rural areas due to inaccessibility of health services:
The patient's home is far away from the hospital. They don't seek help because it is far away from home (CM01).
There appeared to be a greater acceptance of use of traditional medicine in treating TB compared with the other two provinces, although not all were sure of its efficacy or necessarily well-versed in its use:
I heard the older people say that traditional medication cure 100 illnesses. But I don't know if the patients recovered.
I don't know how to use traditional medicine. . . If you do not know how to find it, it will not work (CM01).
TB patients also emphasized the priority placed on visiting public health facilities for treating TB. A patient from Kampot illustrated this by saying:
When I know I have TB, I go straight to the doctor [referring to health centre] (PK02).
Knowledge of, and confidence in, TB services at public health centres Overall, opinions about TB services were positive across all sites. Our findings indicate that most respondents appreciated the fact that free TB treatment was offered to all and public services received TB patients, as illustrated by the following quote from a community member in Phnom Penh:
If she has a cough with blood like that, if she went to private clinic, they will send her to public hospital anyway. . . Because TB is an infectious disease, so they worry about infection to their relatives, so they transfer to public hospital. So we would go directly to a public hospital where we also wouldn't have to pay (CP04).
There appeared to be high confidence in treatment and drugs for curing TB. All focus groups with community members-related stories of people they knew who had completely recovered after If you have TB just got to the hospital and you will live. Don't waste time taking traditional medicine (CM02).
However, some reservations were found among other group participants who noted their partial belief in TB treatment because 'some people recover'. In contrast to community members who were responding about hypothetical situations, when TB patients were asked about their actual health-seeking behaviour regarding TB, many reported having tried other sources of help before public health services; however, they insisted that treatment had only been effective at the public facilities. On the whole, patients seemed very satisfied by the services offered at the public health centre that they were being treated at. Confidence in medical professionals appeared quite high, as illustrated by the following quote from Kampot:
I just want to hear the professional medical opinion about what will happen. . . I will put my life in the hands of the medical team (PK02).
Health centre staff were appreciated for the attention they paid their patients, their fast service, providing medication on time and for being approachable and kind. Patients in Kampot explained their favourable perception as follows:
We are not answering in the defence of health staff, but there are no difficulties or challenges they present to us. They are very friendly to us and they just give the medication to us when we come to them (PK02).
Similar appreciation of public health staff and the management of service delivery for TB was noted in Phnom Penh and Mondulkiri:
The doctors are kind, they call us to get medicine by number tag, and we all sit to wait for our number to see the doctor (PP04).
The services provided are good. When we are sick, they treat us and provide us medications, so it is easy for us (PM02).
Willingness to quickly initiate and adhere to treatment upon formal diagnosis In all community FGDs, respondents noted that once aware of having TB, one would not delay treatment initiation. The urgency for beginning treatment was noted as follows:
The sooner they start anti-TB drugs, the sooner they get cured (CK02).
You shouldn't just stay at home and sleep, you should go out and seek help (CK01).
Among patients, reported delay in obtaining treatment after a definitive TB diagnosis at a health centre was negligible (<1 day for most, Table 4 ). A patient from Mondulkiri explained that free treatment made rapid treatment initiation possible:
I started the treatment right away after diagnosis as TB positive as the treatment is free of charge. So why should I delay? (PM02).
Confidence among patients regarding their TB treatment and thus adherence was similarly very high. Other than symptomatic relief, treatment also provided psychological reassurance and hope to many respondents as illustrated by the statements below.
I trust the medicines 100% because I realize myself that I get better after taking these TB medicines (PP04).
At the beginning I was afraid that this TB can't be cured. But after I started the anti TB, I feel relaxed (PM03).
At all sites, community members were well-informed of the need to follow the doctor's instructions on frequency of drug intake and to complete the course of treatment. To emphasize the importance of completing the course, a community member from Mondulkiri warned that:
Unless he or she puts in the effort to complete their medication, the patient will not recover (CM01).
Similarly, the need to follow instructions on treatment scheduled were highlighted as follows: Table 4 . TB-specific diagnosis and treatment details as reported by TB patients (n ¼ 45) Two persons from Kampot specified that they had had an x-ray instead of providing a sputum sample; the remaining did not specify or could not remember if any alternative diagnostics were conducted. b Participants reported having been transferred either from private providers or public hospital to the health centre where they were recruited for this study. Participants were asked when they first fell sick and when they first received their diagnosis of TB, to calculate diagnostic delay. Where ranges or months, instead of exact dates were provided, a midpoint was used. Data from participants who could not remember when they fell sick or were diagnosed, were recorded as 'data not known '. d Participants were asked when they first received their diagnosis of TB and when they first began treatment, to calculate treatment delay. Where ranges, instead of exact dates were provided, a midpoint was used. Data from participants who could not remember when they were diagnosed or began treatment, were recorded as 'data not known'.
If the doctor told him to take it three times a day and he is only able to take it once a day, it is clear that he will not recover. It could lead to his death (Phnom Penh, CP03).
Community members believed that treatment adherence was generally good among TB patients in their communities.
In keeping with community members' perceptions, patients reported carefully following doctor's instructions regarding treatment course and duration. The need for adherence to treatment to recover had been explained to them by their doctors or family members. A respondent explained:
I come to take the medication regularly according to the doctor's advice. I will keep trying in order to make complete recovery (Mondulkiri, PM01).
Some respondents were even eager to have more medication than the required course to ensure a full recovery:
I would ask them for >6 months treatment. I want more; I really want to suppress the illness (Kampot, PK02).
However, side effects from the drugs and, specific to Phnom Penh, travelling to the health centre daily to get medication, were noted as challenges that may affect adherence.
Systemic challenges
Although the vertical disease control programme for TB appears to be perceived as strong, our analysis also highlighted specific challenges that we summarize below.
TB recognition limited to severe cases Although community members identified TB through the typical TB symptoms in the vignette, the concept of TB as a specific disease was not always clearly defined. When asked what else the illness may be called, respondents said that other names for the illness could be: chronic cough ('khkork ramray'), whooping cough ('khkork morn'), inflammation of throat ('roleak bom pong kor') and pneumonia (which some at the Phnom Penh site believed could turn into TB over time). A respondent from Kampot illustrated this diversity by stating:
Yes, the name changes in different places but most of us call it TB (CK02).
Responses from both community members and patients supported the perception that if there was blood in sputum-which is usually associated with a progression to severe disease in TB patients-that would clearly point to TB. Thus, it is likely the illness may only be recognized as TB once it has progressed to an advanced stage, as demonstrated by a patient from Phnom Penh:
I thought it was just a flu because the symptoms of flu are runny nose too, but when I coughed with blood I started to suspect I had TB (PP04).
When symptoms are less severe, our findings indicate that patients and community members could not easily differentiate between TB and other respiratory conditions. A community respondent from Mondulkiri explained:
We cannot really differentiate if a person has TB or not. It might just be a common cold? (CM01).
Most respondents said that in order to tell if a person has TB, one would have to consult with a doctor. Similarly, patients highlighted challenges in differentiating TB from other diseases and a 47-yearold woman said:
If you have common cold often, you should have your sputum checked (PK01).
There was also some indication of denial about the severity of symptoms to avoid recognition of TB. Some community members explained that patients may 'try to resist the disease', which referred to not acknowledging the severity of their illness in order to not be treated as ill.
Appropriate care-seeking delayed until severity signals TB Community respondent descriptions of health-seeking behaviour for an illness with respiratory (TB-like) symptoms were quite different from what was described when asked specifically about healthseeking behaviour for 'known' TB disease. For a cough with blood, the urgent need to see a medical doctor for treatment was spontaneously stated in Phnom Penh. A cough without blood in sputum, which could be consistent with early stages of TB, was considered less severe and less of a problem. It was noted that before recognising the disease as TB, people would either do nothing or buy medicines at a pharmacy. Those with financial means would seek help at a private clinic for injections. With worsening symptoms respondents felt the need for sputum examination accompanied by TB diagnosis and treatment at a public hospital. Additionally, in Kampot, seeking traditional medicines or getting an intravenous (IV) perfusion was noted before visiting a health centre. Use of multiple sources of help prior to visiting a public hospital, usually when the illness gets severe, was demonstrated by a community respondent as follows:
We usually try many other methods first and the hospital is the last choice (CK02).
In Mondulkiri the emphasis on getting a definitive diagnosis was less pronounced, however, similar ideas prevailed regarding delayed health-seeking behaviour until the illness was fairly severe.
All TB patients were recruited from public health centres or hospitals and were on treatment. However, as noted previously, when probed about their first health-seeking behaviour after the onset of TB-related symptoms, a large number reported that they had not directly come to a health centre. Instead, respondents mentioned first visiting a pharmacy for over-the-counter drugs, a traditional healer or a private clinic. Some patients reported initial home treatment, and some doing nothing at all as illustrated by this quote during an FGD in Kampot:
I started coughing blood 3 years ago but I did not pay much attention to it as I thought it was not a big problem and it may just disappear. So I got nothing medication-wise (PK01).
Diagnostic delays reported were significant and especially so in Mondulkiri ( Table 4 ).
Belief that the disease was hereditary could also lead to delayed health-seeking behaviour even when symptoms were clearly TBrelated. This was explained through an anecdote by a community member in Kampot:
My uncle suspected that she [respondent's mother] had TB . . . But my mother said that in her family, no one had ever had TB . . . She still rejected the idea and insisted that no one in her family ever had this TB. She asked us to stop referring her [to get medical help] (CK02). Table 5 . Community members' perceptions of public health services for treating general illnesses across three provinces in Cambodia I'm not satisfied with health centre because when I get sick the health staff distance them self from us. They do not wish to examine us properly. They give us medication, and go to other places in a hurry. Sometimes, they don't examine us at all.
Y Y
(CM02)They just ask some questions, no temperature taken, no physical examination. Maybe the providers assume that all patients have the same disease, so they just provide medications (CK02) Rude or arrogant staff
We wanted them to be nice to us. It is not good when they are arrogant.
The reason why we prefer other places is because we don't trust providers here, they are not skilful enough. If they are more skilful, we would otherwise prefer to get treated in here because we are quite poor, and we have to pay much money for going to other place (CK02)
Perceived provider greed for money in order to provide care and/or treatment When I go to the public hospital they don't take care of me, they wait for me to pay money before they treat me, they are careless.(CP04)
If you have money they will pay attention to us, but if we don't even have a dollar they won't look after us. (CM02) The health staffs are more willing to look after those who have money. For those who are poor or don't have any money, when going to get the medication, they don't look after us. They don't pay attention, they don't ask you about you symptoms. (CM02) Service-related Long waiting times For the services in public hospital it is very slow and delayed (CP04) Y Y There are some problems, for example when going to a health centre the patient has to wait for the previous patients to leave. That takes a long time. They are not happy, so they go elsewhere.(CP03) We are worried when we see our children seriously ill. . .they [provincial hospital staff] told us to wait. Wait! No one is going to sit and wait while their children are ill. (CM01) Health centres do not always treat serious illnesses My child went to the health centre because her water broke, but they were afraid to look after her. They told us to find a car to transfer my daughter to the province. That cost money! I don't know why they are too afraid to examine her. Low use and opinion of public health services for routine illness Although opinions of TB services at public facilities were positive, as described previously, this was not always the case for general public healthcare. Table 5 provides a detailed list of features of public health services that the community is concerned about and satisfied with. In all sites, when asked about health-seeking behaviour for general illnesses, patients and community members reported favouring self-medication or advice from a pharmacy. Traditional healers were also visited before seeking formal healthcare. These forms of health-seeking behaviour usually preceded visiting of public or private health facilities, and were used until the illness got severe. A member from Mondulkiri, while explaining the use of tree bark and roots as a form of traditional medicine during an FGD, reported an order of preference for health-seeking behaviour as follows:
There are a lot of people here who believe in traditional medicine. The older people say when you have malaria, a headache or other illnesses you should use traditional medicine. The medication is effective for some people, it might not be effective for others. These people will then seek help from the doctor (CM02).
A strong preference for private compared with public health services for general health problems was reported at all sites. Many complaints about public health services were noted as reasons for preferring private clinics. These reasons included: faster service and shorter waiting times, willingness treat severe conditions, staff at private clinics paying more attention to patients, the perception that staff at private clinics are more careful resulting in faster patient recovery sufficient medication supplies, provision of IV perfusion and injections (unlike public health centres where these were noted as not available) and the presence of air conditioning (noted only in Phnom Penh). However, higher costs at private services were noted as a major deterrent in their utilization. For the majority of respondents, financial barriers to accessing private health services were the reason that public services were used, often reluctantly, and when the health concern was more serious, measures would be taken to be able to pay the higher fee for private care:
We are sure that the (public) health centre is the first place because most people are poor and we must spend money each time if we go to private clinic (Kampot, CK02).
The most important is our lives. We can do everything including selling cows, buffaloes, land, etc. to pay for treatments. (Kampot, CK02).
People go to the private clinic, and they don't think about how much money to spend. They just need to recover. Life is very important and you cannot buy it (Phnom Penh, CP04).
Of the three provinces, the strongest negative sentiment and perception of public health services were noted in Mondulkiri, the most rural study area. In addition to the physical access barriers, a lack of trust was reported in quality of medication with some community members believing that health centres gave out older, potentially expired, and therefore less effective medicine to the general public:
The more powerful medication will be sold out secretly (CM02).
Patients in Mondulkiri emphasized that those with money would travel to Phnom Penh or Vietnam for treatment where medication offered and services were perceived to be better. Respondents from rural areas in Kampot also highlighted the serious financial barriers faced in order to access appropriate allopathic healthcare even when there is a desire to do so:
It is not because we don't want to go to the hospital, but because we don't have enough money. As we are farmers we don't have any money. We prefer to die at home as we are too poor and the hospital is too far (CK02).
It appeared that communities could identify a difference in the quality and availability of care received for TB relative to other illnesses that they seek care for, and urged for improvements in staff knowledge of general primary care. A woman at a community FGD in Phnom Penh explained:
A few days ago I went to hospital but the skill of the doctor was mainly regarding curing TB, but I don't have TB. If he is trained in the wrong speciality, then that does not help to cure my problem (CP04).
Delayed diagnosis for atypical TB cases Even when a patient had TB, there were challenges reported in diagnosis at public health centres if the symptoms were not severe or typical of TB, further pointing to a narrow approach to patient management. Primary public health centres being unable to diagnose TB during the first encounter was reported by some respondents as a reason for diagnostic delay. A 3-month delay in diagnosis from first encounter at the health centre was described by a respondent from Kampot due to atypical symptoms:
My child first had fever and vomiting. When he had medication from the health centre, he did not get better. . .He was examined and [later at the provincial hospital] diagnosed with TB of the lymph nodes (PK01).
Discussion
Our community-based qualitative assessment of health services in Cambodia for TB and TB-like respiratory illness through patient and community perspectives, experiences and behaviour indicates that building a strong vertical TB control programme has had numerous benefits for patients. The positive impact of investments in TB programme strengthening was apparent across several dimensions. Knowledge about typical (severe) TB symptoms, and about the availability of good quality, free care was high among patients and community members. There also appears to be confidence in the benefits of treatment provided by the TB programme, not only by patients who directly experience TB treatment, but also among general community members, leading to early treatment initiation and high reported adherence to treatment.
However, our findings suggest that the impact of the TB services will be constrained-owing to reasons we summarize-unless wider health services are strengthened in parallel and strong linkages to TB care are promoted. Overall, our findings indicate that if (and only if) a patient recognises that he or she is likely suffering from TB, careseeking at a designated public health facility, and initiation of appropriate treatment will follow promptly. However, the clear dichotomy we found in perceptions and behaviour with respect to care-seeking for less severe illness (not immediately identified as TB) is a major barrier to improving early access to appropriate TB care. Altough the need to visit public health facilities quickly for TB was acknowledged and supported by most respondents, for other illness there was a clear preference for self-medication or informal healthcare providers. When formal healthcare providers were considered, preference for private services far outweighed public services, despite higher costs. This was a consequence of basic public health services being poorly perceived, and barriers to accessing them.
Notwithstanding different methodological approaches, our findings are strikingly consistent with the assertion made in Unger et al.'s multi-country evidence review:
(having) the public sector confined to deliver disease control activities alongside a private sector increasingly taking over health care, constrains both disease control programme performance and people's access to services (Unger et al. 2006) .
